February, 1915: An enlarged gland had appeared on the right side above the clavicle. A thorough dissection was made in this neighbourhood after turning outwards a triangular. flap of skin; one incision was made along the line of the clavicle and the other down the anterior border of the sternomastoid.
Microscopic examination of one of the glands showed mixed-celled sarcoma. Unfortunately, owing to the absence of Mr. Gillies, the slide cannot be found. Since the last operation the patient has had several applications of X-rays. There is now no sign of recurrence.
The patient is somewhat deaf on the right side. There is a history of discharge from the right ear in 1912, which lasted a week.
The PRESIDENT: The result in this case seems to be a very happy one, owing to the utilization of the various forces which we now have at command. At one time such cases would have been left alone. (February 4, 1916.) Partial Excision of the Thyroid Cartilage as an Alternative to Thyrotomy in Malignant Disease of the Vocal Cords.
By H. LAMBERT LACK, F.R.C.S. THE patient, a man, aged 55, had an epithelioma involving the greater part of the right vocal cord, only the extreme ends being free. The specimen and microscopical section are shown; also a larynx dissected to illustrate the method of operating. The larynx and trachea were exposed through the usual median incision and a Hahn's cannula inserted. The right ala of the thyroid cartilage was exposed and the perichondrium detached fromn its lower half. The thyroid cartilage was divided in the median line, as in thyrotomy, and then the shears were turned at'right angles so as to split the right ala horizontally about its centre. The soft phrts of the larynx were carefully divided in the median line in front, and then the incision was carried backwards through the ventricle of the larynx. This incision, being held open with retractors, gave a good view of the growth and it was extended through the crico-thyroid membrane and the mucous membrane of the larynx well below the growth. The quadrilateral flap, consisting of the lower half of the right ala of the thyroid with the vocal cord attached, was now bent firmly outwards. This gives a much better view than is presented by thyrotomy and allows greater facilities for removing the posterior part of thepcrd, and for arresting the bleeding which is often troublesome at this stage. I performed this operation in my earliest thyrotomies, but subsequently adopted the usual method. Latterly I have reverted to it. In my opinion it has many advantages. Better access means an easier, more rapid, and more thorough operation. The removal of the underlying cartilage certainly aids in thoroughness. The easy control of bleeding means less trouble with the ancesthetic and less danger of blood entering the lungs. Should packing of the wound be considered necessary, it is much easier to introduce it and later to remove it. It does away with the necessity of splitting the thyro-hyoid membrane and the violent pulling apart of the two halves of the thyroid which often leads to much subsequent discomfort and difficulty in swallowing.
In my next case I intend to go further. I shall try not to split the thyroid cartilage in its whole extent, but to leave a small piece in the middle line quite at the top (see specimen shown). In this way the operation, although more thorough than thyrotomy, will be as simple and as free from danger as tracheotomy. Moreover, if the growth crosses the middle line in front, it can still be removed in one piece without cutting into it, this advantage was emphasized in my original account of the operation.' In that paper the risk of cell transplantation from cutting into a growth, and the advantages of avoiding it, were especially considered. Also, occasionally, the bared piece of cartilage necroses and leads to considerable delay in healing. After this operation healing seems to take place more quickly.
With regard to the voice, I think the results may be even better than after thyrotomy. If the soft parts are removed right down to the cartilage one cannot expect much granulation tissue to spring up, and in some of my cases a large gap has resulted, with a very poor voice. After removal of portions of the cartilage and, in one case, of half the larynx, a better voice has been obtained than is usual in thyrotomy, and in much less time. Members may remember the historical case of Montagu Williams, whose voice after hemi-laryngectomy was so good that there was thought of his returning to the Bar, and he did fulfil his duties as a police magistrate for several years subsequently. I expect, therefore, this method to yield better ultiniate results than thyrotomy.
DISCUSSION.
The PRESIDENT: Twenty-two years ago Mr. Lambert Lack helped me with a laryngeal case, when I removed a large part of both thyroid plates, leaving the posterior and superior borders. I also removedthe cricoid. I am glad there has been a development of this operation of laryngo-fissure or thyrotomy. At a late meeting I stated there was difficulty in obtaining a proper view of the diseased part in these cases. The operation now described by Mr. Lack will give one a better view of the region from which the growths spring, and especially of the posterior part. Mr. Lack also mentions the risk of cell transplantation due to cutting into the growth, and I am sure that is a decided risk. Of late years in these cases I have always used the actual cautery, because one gets the knife and the wound tainted, and cauterizing the wound lessens the risk of recurrence.
Sir STCLAIR THOMSON: I think Mr. Lack's object is a very worthy one, because, as we said in a debate here not long ago, one difficulty of laryngo-fissure -is getting to the posterior end of the cord, both for seeing and for dissecting it off, as well as for dealing with possible heomorrhage. And, as I mentioned at the time, I sometimes get a better opening than some of my colleagues, by semidislocating the larynx on to the spinal column in order to be able to look at it sideways and lift one of the aloe By so doing, I have not had such great difficulties as one would imagine. Mr. Lack's suggestion is only suitable in certain cases. Anyhow, it is not suitable for cases which go across the middle line, unless one is prepared to take a bit of the thyroid cartilhge on the opposite side. And it is difficult to know, before you have split the larynx and opened it as widely as possible, what is the extent of the growth you may have to deal with. So I do not regard this a.s an "alternative" to laryngo-fissure; it can only be an "addition." I think it wise to split the larynx first, because no method of laryngoscopy ever tells one exactly the extent of the growth. In some of these cases I have had to pare off the growth into the subglottic regifon, and although these cases generally show that the growth is too far gone, still, I have had two cases in which I have had to split the cricoid cartilage in order to get into the subglottic region, and the patients have lived for years afterwards. The simpler an operation is, the more perfect it is likely to be; and it is only when new that operations are complicated. At the beginning laryngo-fissure was complicated by many things which we have now got beyond. There is the Hahn's tube, which Mr. Lack still uses. I have used it, but I am glad I said "Good-bye " to it ten years ago, because it was a very unsatisfactory method of cutting off the blood from the lower air-passages. It had to be carefully prepared with a sponge, which was very difficult to keep aseptic; moreover, one had to wait for it to dilate and so block the trachea. The only case of pneumonia I ever had was after one of these tubes had been used. By the simpler method of packing with gauze or a sponge from above, one can be absolutely certain that no blood goes into the lung. During the last ten years I have had no trouble with these cases, excepting in one in which there was difficulty of swallowing; all the other patients could swallow in twenty-four hours. The exception was the case of a man, aged 68, who had aclerosed arteries and was alcoholic, and he had to be fed through the nose for ten days. This method of Mr. Lack's, though very elegant and giving a view far back, would still entail the splitting of the thyroid cartilage at the top if one wished to go as far above and below as might be necessary. Therefore, though it might be suitable for some of the more limited cases, those are just the cases in which one would not require it.
Mr. TILLEY: I have not practised the operation now under discussion; but one gathers from the demonstration that there are advantages in connexion with it when the growth is small and limited. It would be possible to remove a small nodule on the cord in this way., But in each case upon which I operate I feel more and more strongly that we cannot take away too much of apparently healthy tissues around the cancer. In my last patient I cleared out all the tissues, from the top of the thyroid to the cricoid ring, though the growth was only a small nodule. I am quite prepared to hear someone say that was unnecessary, but the proof will depend on the after-history of a series of such cases. At the last meeting I showed a case of recurrence, seven years after the primary operation; the nodule was situated in the lower part of the remains of the ventricular band, which had been left at the operation seven years previously. Now if I had taken the precaution to remove the apparently healthy tissue from the whole inner surface of the thyroid, probably there would not have been a recurrence. Mr. Lack's procedure seems to me to be well conceived, and it might be applicable to a small growth; but if I adopted the method I should take out the whole side of the thyroid cartilage, and should not limit it to a small window. I hold this opinion as the result of some experiences in recurrence after the lapse of a long period of time-e.g., thirteen and fifteen years after the primary operations. I do not think you can make too wide a removal of tissue in these laryngeal cases or in cancer in any other region. With regard to Hahn's cannula, I use it merely as a convenient form of tracheotomy tube, but it has no sponge coating, and when inserting it I pack a long strip of gauze above it and proceed at once with further steps in the operation.
Dr. BROECKAERT, of Ghent (speaking in French): Two years ago for the first time I demonstrated in Paris a method which is somewhat between a thyrotomy and a hemi-laryngectomy. One striking thing about the two cases was the ease of the post-operative treatment. I bring the skin over, and close the wound at once. I introduced it to Dr. Moure, of Bordeaux, who was satisfied with it and carried it out. I also introduced it to a Dutch colleague, Dr. Quix, who modified it slightly by turning in a flap of skin from the side, so as to line it with a graft. I call it a window excision of part of the larynx. It is very important to leave the upper and posterior borders of the thyroid wing,ia point which makes the great difference between this operation and hemi-laryngectomy, which I, like others, have found to be an even more fatal operation than complete excision of the larynx.
Dr. KELSON: I would like to ask Mr. Lack one question. He says in his notes: "I performed this operation in my earliest 'thyrotomies,' but subsequently adopted the usual method." I ask why he abandoned that method.
Mr. LACK (in reply): I am sorry I mentioned Hahn's cannula. I pointed out in the Lancet twenty years ago that it was impossible to rely on it, and that it was necessary to pack the trachea above it. This has invariably been my practice, although I still generally use a Hahn's cannula, as it is convenient for the ana.sthetic. The criticism of Sir StClair Thomson and Mr. Tilley is based upon a misapprehension, perhaps because in the specimen I dissected only a very small window is cut. In my description, I state that all the cartilage which in the usual operation of thyrotomy is laid bare by removing the mucous membrane inside the larynx, should be cut away. The amount of cartilage removed corresponds with the amount of soft parts removed, and this may be as extensive as the operator desires. As Professor Broeckaert showed, the whole thyroid cartilage, with the exception of the upper edge and the posterior edge, may be removed as well as half the cricoid. The removal of the cartilage, by giving better access, allows a more thorough operation and the removal of a more extensive growth than a simple thyrotomy. Whether or not it is advisable to split the thyroid as a preliminary does not affect the principle of the operation, which is the removal of the cartilage as well as the soft parts. (February 4, 1916.) Total Laryngectomy for Cancer, Three Years after Operation.
By DAN MCKENZIE, M.D.
THE patient was shown before the Section on March 7, 1913. The operation took place on January 12, 1913, having been preceded by tracheotomy fourteen days before. Novelties in the technique consisted, first in the treatment of ,the trachea, the upper end of which, after division, was closed with catgut sutures while the tracheotomy tube was left in the tracheotomy opening. Three weeks after operation the upper end of the trachea began to gape, and the tracheotomy tube was removed from the tracheotomy opening and inserted into the upper end of the trachea, allowing the tracheotomy wound to close.
The interval during which the upper end of the trachea remained
